B
y the 1970s, the health care system had developed into big business. The direction of patient care was away from private physicians' costly services and toward Health Maintenance Organizations (HMOs) and commercialization of American medicine. This focused the economics of medicine on cost containment, with changes in fiscal and organizational aspects of health care delivery.
Joint Commission on Accreditation of
Healthcare Organizations Despite cost containment, the quality of health care must be maintained. The Joint Commission on Accreditation of Healthcare Organizations (JCAHD) requires evidence of use of continuous quality improvement (CQI) and total quality management (TQM) techniques for accreditation. CQI is based on a process improvement model whereby a problem is identified and then data are gathered to create a hypothesis about the causes, intervention is planned and then performed, and, finally, the intervention is assessed as to effectiveness. A patient and the problem are viewed as part of a process of care that identifies the best practice or optimal treatment and shifts other practitioners toward this level of care.' Health Care Financing Administration The Health Care Financing Administration (HCFA) maintains the insurance aspect and controls the quality of care delivered to Medicare beneficiaries. HCFA contracts with peer review organizations (PRO) to assess the quality of care and to intervene via payment restrictions and censoring activities. Individual physicians accrue "points" for inappropriate utilization or quality problems. ' Clinical Pathways Clinical or "critical" pathways have been instituted by some hospitals to describe continuity of care, including preoperative planning, hospital stay, and postoperative care. Specific measurements of performance are necessary to assess the effectiveness of a pathway but are resource-and time-intensive to maintain and update.
Profiling Physicians and Hospitals Payers for health care are requiring proof of quality while costs diminish. Quality assurance has reverted to comparative information on physician and hospital performance. Physicians' performances are profiled by HMOs, hospitals, and Medicare. Some states (e.g. New York and Pennsylvania) have published outcome reports? and hospital effectiveness reports.'
Management of Hernia
Inguinal hernia repair is the most frequent surgical procedure performed in the United States. The result is substantial health care costs and associated disability. The problem is to determine which method of inguinal herniorrhaphy, open or laparoscopic, is more cost-effective. The value of any indicated treatment is directly proportional to treatment outcome and inversely related to treatment cost. ' Cost analysis requires the understanding that cost does not equate to charge. Charges vary according to geographic location, faculty, and reimbursement type. Accurate cost data are difficult to obtain, since preoperative workup, postoperative care, wage losses, disability compensation, and employers' I costs are variable and not usually included in cost analysis. Fixed costs are easier to obtain and include hospital or outpatient facility, anesthesia, and surgery reimbursement.
Open herniorrhaphy can be performed with tensionfree mesh repair at a lesser cost than with the laparoscopic approach.>" Costs vary according to whether local anesthesia is used in the open procedure, types of laparoscopic equipment used (disposable or nondisposable), and the region, surgeon, and facility. The cost of prophylactic antibiotics could not be justified in one study? because infection rate was the same with or without antibiotics.
Although laparoscopic repair allows patients to return to work earlier, it is not known if this decreases the overall cost enough to justify the technology. There is less patient pain and greater satisfaction with laparoscopic repair, but cost containment does not take this into account.
Management of Gallbladder Disease
Laparoscopic cholecystectomy is more economical than open cholecystectomy because of lower average hospital charges resulting from reduced length of hospital stay and reduced postoperative morbidity. There is less pain and a high level of patient satisfaction with the laparoscopic approach.'? Cost-effectiveness is related to missed or retained common bile duct stones. Patients can be selected for operative cholangiography if they have had gallstone pancreatitis, elevated liver enzymes, bilirubin, common bile duct diameter greater than 6 mm by ultrasonography, and/or uncertain anatomy. I I If laparoscopic cholecystectomy is performed in an ambulatory surgical center, costs can be reduced. This requires screening of patients for the presence of common duct stones and selecting patients who are at low risk for conversion to an open procedure.
Since the inception of the laparoscopic approach, expenditures for biliary tract disease have increased because an increased number of patients have been having cholecystectomy. Despite less pain and a quicker return to work and activities, laparoscopic cholecystectomy has increased the cost of the treatment of gallbladder disease.
Managing Breast Cancer
The evolvement of cost containment in breast cancer has led to reductions in the number and types of studies The American Journal of Cosmetic Surgery Vol. 15, No.3, 1998 preoperatively and postoperatively as well as variations in therapy. The workup of a woman with a palpable breast mass consists of bilateral mammogram, complete blood count, and, possibly, liver function tests.
A cyst of the breast can be aspirated, and a nonpalpable mass may require sonography to diagnose a cyst. The triad of physical examination, mammography, and needle aspiration biopsy can provide a distinction between benign and malignant tumors." However, if aspiration biopsy can be performed, then a core biopsy would be better, since this will usually provide a more definitive diagnosis and not miss infiltrating lobular carcinoma or lobular carcinoma in situ. If there are suspicious or proven lymph node metastases, other diagnostic procedures such as computerized tomography, liver scan, or bone scan may need to be performed.
The surgical approach to breast cancer includes lumpectomy with or without radiation and modified radical mastectomy. With lumpectomy, the excision should include at least 1 em of normal tissue around the mass to reduce the necessity for reexcision. This is more difficult with a nonpalpable mass that has been needle localized with mammography. The initial excision should not routinely remove so much tissue as to cause cosmetic deformities.'? The technique of "sentinel" lymph node biopsy may obviate the need for axillary node dissection and can be performed with the patient under local anesthesia on an outpatient basis. IS Tumors that are in the Tia or Tib category (under I em) or are small mammography-detected areas of ductal carcinoma in situ (DCIS) have a low rate of recurrence and may not need postoperative radiation after lumpectomy.Iv-" Advanced primary breast cancers, such as inflammatory breast cancer, palpable axillary metastases with multiple or large nodes, a T 3 (over 5 em) primary, and breast cancer with obvious involvement of the skin or fixation to the pectoral fascia, call for induction (neoadjuvant) chemotherapy. I? The response to chemotherapy is of prognostic significance. If there is no residual mammographic abnormality or clinically palpable mass, surgical resection may not be necessary. Otherwise, after three or four cycles of chemotherapy, any residual mass should be excised.
Routine extensive blood tests, radiographs, and scans do not yield any increased benefits in survival although metastatic disease may be diagnosed in an earlier, asymptomatic state." Physical examination should be performed every 6 months for 5 years with yearly mammography. In patients who have had a breast conservative procedure, examination should be performed every three months, with mammography every 6 months, for 2-3 years. I? After 5 years, examination and mammography are performed on an annual basis.
Managing Colorectal Cancer Screening modalities for colorectal cancer include an~ual fecal occult blood testing (FOBT); flexible sigmo~doscopy every 3, 5, or 10 years; double-contrast banum enema every 3, 5, or 10 years, and colonoscopy every 3, 5, or 10 years. Each of these modalities has been found to be "cost-effective" and fall below the $40,000 per year life saved that is the benchmark for preventive strategies.F This $40,000 per year life saved seems to be an arbitrary statistic of the value of human life in terms of cost.
The problem that has arisen is that only a very small percentage of colorectal cancer patients apparently benefit from screening and therapy." Postoperative followup benefits 0.2-1.7% of patients, and the use of colonoscopy, carcinoembryonic antigen (CEA), computerized tomography (CT), magnetic resonance imaging (MRI), ultrasound, or radiolabeled monoclonal antibodies (MoAb) may be avoided until symptoms occur.
When the use of frequent physical examinations, multiple blood tests, radiologic examinations, and colonoscopy is compared with workup only if symptoms occur, there is a greater percentage of asymptomatic metastases discovered in the frequent follow-up group but no difference in overall mortality." The best predictors of recurrence were symptoms and CEA elevation.
Discussion
As cost containment progresses, many of the traditional methods of preoperative workup, therapy, and postoperative follow-up are being streamlined. Tests and therapies that do not improve the survival of cancer patients or the postoperative results are being discarded. Physicians and hospitals are being reviewed and observed carefully to assure quality of care while reducing costs.
It is difficult for the older physician to imagine that human life can be evaluated in terms of cost, but medical costs have risen above the ability of most individuals and insurance companies to pay. The effect of cost containment will probably be less of the innovative procedures and equipment. There will be a further move to HMOs, PPOs, and group practices to absorb the reduction in income produced by increasing costs to the physician (equipment, supplies, personnel) and the reduction in medical insurance benefits.
In balancing cost containment with patient care,. the physician must remain the patient's advocate, and the responsibility of the physician, both ethically and legally, is to provide the best possible care for the patient.
